Background: The study of Hospitalizations for ambulatory care sensitive conditions (ACSH) has been proposed as an indirect measure of access to and receipt of care by older persons at the entryway to the Spanish public health system. The aim of this work is to identify the rates of ACSH in persons 65 years or older living in different small-areas of the Community of Madrid (CM) and to detect possible differences in ACSH.
Background
Hospitalizations for ambulatory care sensitive conditions (ACSH) are an indicator of the use of hospital resources for health problems that could have been prevented, treated or controlled in primary health care (PHC) [1] . This indicator was developed in the late 1980s by Billings in the United States to examine access to health care by the indigent population [2] . It is a direct indicator of potentially avoidable hospitalizations and an indirect indicator of access to PHC and its capacity to manage health problems. In fact, several studies have concluded that high rates of ACSH indicate suboptimal PHC, understood as inappropriate care with regard to type, place, intensity or timing of management of the health problem [3, 4] .
In Spain there is growing interest in evaluating primary care by using health outcome indicators [5] such as ACSH. To understand this interest one must be aware of the profound changes produced in the Spanish health system in the last 25 years, especially with regard to the organization and management of primary care [6] . The Spanish health care system is mainly publicly financed and is designed to provide access to all the country's residents, regardless of their socioeconomic level or geographical differences. It is a highly decentralized system, with 17 Regional Health Services managed by Regional Governments [6] . The primary care level is based in Health Centers where the Primary Health Care Team, made up of doctors, nurses, a social worker and clerical staff, provide care for a population of 5,000-25,000 people (1,700-1,800 persons per family doctor) [6] .
Although many small-area studies have been carried out to identify variations in ACSH in persons under 65 [7] , few such studies have been made in older persons, despite their importance both demographically and in terms of health resource use [8] . By 2050, Spain will be the country with the largest proportion of population over 60 (44.1%) [9] , however no study of ACSH in the older population has been made in this country.
Thus, the study of ACSH has been proposed as an indirect measure of access to and receipt of care by older persons at the entryway to the Spanish public health system. The objective of this work is to identify the rates of ACSH in persons 65 years or older living in different small-areas of the Community of Madrid (CM) and to detect possible differences in ACSH.
Methods
This was a cross-sectional, ecologic study. Health care in the CM is organized into 11 health areas (with a public reference hospital in each) which are in turn divided into health districts. The health district was used as the territorial unit of analysis. The study covered all 34 health districts of the CM, with a total population of 5 Age-and sex-adjusted ACSH rates were calculated for the population of each health district. The population was stratified into 5-year age groups from 65 to 99 years, with a single population group for those 100 years of age or older. The rates were standardized by the direct method, with the 2001 population of the CM used as the reference population. The data for the three years of the study were combined to produce more stable rates.
In the data analysis, we calculated the ACSH rates and the statistics describing the data variability (coefficient of variation, systematic coefficient of variation, weighted coefficient of variation and the ratio of variation) [11] [12] [13] . The Chi-square test was applied to determine if there were significant differences between observed and expected hospitalizations, and Student's t was used to test for differences in the ACSH rates by sex. The Pearson correlation was calculated to test for associations among the different ACSH. Point graphs and maps were designed to represent the ACSH rates in the different health districts. Table 2 shows the ACSH rates per 1,000 population for men and women in each of the 34 health districts. The main result shown in this table is that ACSH rates were higher in men than in women, and these differences were statistically significant (p < 0.05) in each district. Men also had higher ACSH rates than women in each age group studied. These differences were studied by health district, and statistically significant differences were found in each age group (p < 0.05). Figure 1 shows the standardized rates grouped by quartiles for all ACSH in the 34 health districts. A centripetal pattern can be observed, with lower rates in the districts in the center of the CM. This geographic distribution is maintained after grouping by sex. In 93.1% of cases, the ACSH were caused by hypertensive cardiovascular disease, heart failure or pneumonia. The remaining 6.9% were divided among several causes, most notably, 3.9% for ulcer and 1.1% for diabetes mellitus. In 36.3% (23,375) of cases, the hospitalizations were for hypertensive cardiovascular disease; 56.4% of these were in men and 43.6% in women (p < 0.001). Some 35.5% of hospitalizations (22, 863) were for heart failure, 37.3% of which were in men and 62.7% in women (p < 0.001). About 21.3% of all ACSH (13,749) were for pneumonia, 60.4% in men and 39.6% in women (p < 0.001). Table 4 shows the rates and variation statistics for each of the three most frequent causes of hospitalizations. In all three cases, the lowest adjusted rates were found in women. All three types of hospitalizations showed a high level of variability. The lowest variability was seen for hypertensive cardiovascular disease (SCV = 0.23), and the highest for pneumonia (SCV = 0.69), both after adjusting for sex and when calculated separately for men and women. As can be seen, pneumonia was the condition with the widest variability in ACSH rates.
The coefficients of correlation were calculated between the different causes of hospitalization. The results were 0.91 between the hospitalization rate for heart failure and pneumonia, 0.80 between hypertensive cardiovascular disease and heart failure, and 0.73 between hypertensive cardiovascular disease and pneumonia. The correlations for these diseases by sex are shown in Figure 2 .
Discussion
This study demonstrates the existence of high ACSH rates in the elderly population, and that these rates are higher in men than in women. It also shows that there is considerable variability in these rates, even in a health system like Spain's, which offers universal coverage.
The ACSH rates found are similar to those obtained in studies in other countries for this age group [14] [15] [16] [17] , and are higher than those observed in persons under 65, both in Spain [18] [19] [20] and in other countries [21] [22] [23] . The ACSH rates in older men are higher than those in women, both globally and for the three most frequent avoidable causes of hospitalization, a finding that is consistent with the results of other studies [1, 14] . Factors associated with different patterns of morbidity and use of services by men and women as well as sex-linked factors may explain this finding [24] . With regard to the differences in morbidity between men and women, men were seen to have a higher prevalence of diseases like heart failure, asthma or chronic bronchitis, which were included in the list of ambulatory care sensitive conditions (ACSC) used in this study, while women had a higher prevalence of non-fatal chronic diseases (arthrosis, osteoporosis, and osteomuscular problems and depression in general), conditions that were not included in the ACSC list but may lead to both lower quality of life and lower mortality [25] [26] [27] than in men. On the other hand, studies have shown that women use primary care services more than men do, whereas they make less use of hospital services [28, 29] . The gender-associated role of family caregiver may also lead some women to reject hospitalization out of a need to meet their caregiver responsibilities [24] .
However, there is a high correlation between ACSH rates in men and women by districts, that is, districts with higher numbers of admissions for men also have higher numbers of admissions for women. This may indicate the existence of a common factor such as deficiencies in PHC, different admission policies in the reference hospitals in these districts, or sociodemographic differences.
Considerable variation in ACSH rates in persons 65 years or older has also been reported by other authors [14, 22, [30] [31] [32] , however it is less pronounced than what has been found in persons under 65 [23, [33] [34] [35] . Our study found less variability than that described in studies of the Medicare population [34] . These differences may be due to factors that depend on characteristics of the population, of health providers or of both [36] . The difference between our results and those of other studies could be attributed to the fact that that the global ACSC indicator used in our work is different from the list used in studies in the United States. This would be the case if we had used only the whole list with all the ACSC codes. However, the differences were maintained when we looked at the breakdown by specific conditions, such as pneumonia, in which the diagnostic codes are similar to those used in other studies [7, 21, 37] .
Some methodological aspects of this work require a comment. First, it was based on secondary data; therefore it has limitations with regard to the validity of the principal diagnosis at discharge and the level of completeness of some of the important variables, such as home address, which limit the georeferencing of a large number of cases.
Second, the study was made only in public hospitals, which represent 71% of the hospitalizations in the CM. We chose not to include data collected in private hospitals for two main reasons: a) The data provided were frequently incomplete; b) It had previously been shown that inclusion of data from private hospitals had no impact on
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the ACSH rates (correlation coefficient of 0.938 between the datasets with and without private hospitals) [35] .
Third, the three CMBD-AH data files did not contain all the variables needed to identify specific patients, therefore it was not possible to eliminate readmissions [11, 12] .
Fourth, because this study was based on aggregate data, it should be noted that an association among variables at an aggregate level does not necessarily mean that the association exists at the individual level [38] .
Fifth, the indicator used has been validated for Spain [10] , therefore this should not constitute a limitation. The list of ACSCs used is not specific to the elderly population, which could represent a limitation on its use in that population, mainly for chronic clinical conditions so severe that even patients with appropriate access to PHC could not have avoided hospitalization.
ACSH have been used by a variety of authors as an indirect measure to evaluate different aspects of the health system. In the United States, the ACSH indicator has been used to study and identify problems related with access to ambulatory care. Thus, areas with high rates of ACSH would have greater problems of access than those with lower rates. Various studies in the United States have found an inverse relation between ACSH rates and various indicators such as having medical insurance [37, 39] , income level [21, 22, 40] , and related variables (race [41, 42] , residence in rural or urban areas [43, 44] , etc).
The National Health Service in the United Kingdom uses ACSH rates as an indicator of the quality of primary care [43, 45] . It has been proposed to use this indicator in Spain, initially, for the same purpose as in previous studies that have focused on the pediatric [46, 47] , and general population [18, 19, 48] . However, this use of the indicator to evaluate the quality of the Spanish primary care model is subject to debate [19] because the results may be influenced, not only by the capacity to reduce health problems in Primary Care, but also by other variables, such as morbidity, different patterns of use of health resources, and the use of specialist care [49] .
In light of the foregoing, Spanish researchers are increasingly proposing that the ACSH indicator be used to evaluate access to health services. Although the Spanish health care system provides universal coverage, in practice equal access does not exist [6] especially for older people, who are the main users of primary care. The results of this paper point in this direction. Although other studies are needed, our data show smallarea differences in ACSH rates in the CM, despite the region's relative homogeneity. It would be useful to have more precise knowledge of the present situation and to identify the factors (number of physicians, transportation time to the health center, income, educational level, differences in morbidity, disability...) that may influence the variability in avoidable hospitalizations in the elderly population. It is hoped that this study will encourage the use of this indicator as a way to detect problems associated with access to care in a health system with universal coverage.
Conclusion
In older people in the Community of Madrid, avoidable hospitalizations for ACSC were responsible for a considerable proportion of hospital admissions occurring in the study period, amounting to about 16.5%. The most frequent causes of these hospitalizations were, in decreasing order, hypertensive cardiovascular disease, heart failure and pneumonia. Wide variability was found in ACSH rates by sex (higher in men) and by geographic areas of analysis. 
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